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Standards for family members
who provide personal care
services differ from those
for other providers of this
service. The standards for
personal care services
provided by family members
are found in Appendix C-2.

Personal care providers will be supervised by:

XXX a registered nurse, licensed to
practice nursing in the State

case managers

other (specify):

Minimum frequency or intensity of supervision:
as indicated in the client’s ICCP
XXX other (specify): Every sixty days

Personal care services are limited to those
furnished in a recipient’s home.

Yes XXX No

Limitations (check one):

This service is provided to eligible
individuals without limitations on the
amount or duration of services
furnished.

XXX The State will impose the following
limitations on the provision of this
service (specify):

Services are limited to the lesser of:

- no more than fifty (50) hours per week per
recipient, or
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- the number of hours per week per recipient
that may be provided within the 1limit of
the cost of the average Medicaid nursing
facility rate. Services are for recipients
whose assessed medical needs can be met by
long-term, nontechnical medical observation
and authorized assistance with the
activities of daily 1living which are
necessary because of a chronic wmedical
condition complicated by functional
limitations.

Nursing care services provided by or under the supervision
of a registered nurse. Nursing services listed in the ICCP
which are within the scope of State law, and are provided by
a registered professional nurse, or licensed practical or
vocational nurse under the supervision of a registered
nurse, licensed to practice in the State. Standards for the
provision of this service are included in Appendix C-2.

Check one:

1. This service is provided to eligible
individuals without limitations on the amount
or duration of services furnished.

2. The State will impose the following
limitations on the provision of this service
(specify):
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e. Respite care: services given to individuals unable
to care for themselves which are provided on a
short-term basis because of the absence or need for
relief of those persons normally providing the
care. FFP will not be claimed for the cost of room
and board except when provided as part of respite
care furnished in a facility approved by the State
that is not a private residence.

1. Respite care will be provided in the following
location(s):

Recipient’s home or place of
residence

Foster home

Facility approved by the State which
is not a private residence

2. The State will apply the following limits to
respite care provided in a facility.

Hours per recipient per year

Days per recipient per year

Respite care will be provided in
accordance with the ICCP. There are
no set 1limits on the amount of
facility-based respite care which
may be utilized by a recipient.

Not applicable. The State does not
provide facility-based respite care.
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3. Respite care will be provided in the following
type(s) of facilities.

Hospital

NF

ICF/MR

Group home

Licensed respite care facility

Other (specify):

Not applicable. The State does not
provide facility-based respite care.

4. The State will apply the following limits to
respite care provided in a community setting
which is not a facility (including respite
care provided in the recipient’s home).

Hours per recipient per year
Days per recipient per year

Respite care will be provided in
accordance with the ICCP. There are
no set 1limits on the amount of
community-based respite care which
may be utilized by a recipient.

Not applicable. The State does not
provide respite care outside a
facility-based setting.

Qualifications of the providers of respite care
services are included in Appendix C-2. Applicable
Keys amendment (section 1616(e) of the Social
Security Act) standards are cited in Appendix F-2.
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f. Training for family members in managing the
individual: includes training and counseling

services for the families of functionally disabled
elderly individuals. For purposes of this service,
"family" is defined as the persons who live with or
provide care to a disabled individual and may
include a spouse, children, friends, relatives,

foster family, or in-laws. "Family" does not
include individuals who are employed to care for
the functionally disabled individual. Training

includes instruction about treatment regimens and
use of equipment specified in the ICCP and shall
include updates as may be necessary to safely
maintain the individual at home. This service is
provided for the purpose of increasing the ability
of a primary caregiver or a member of the
recipient’s family to maintain and care for the
individual at home. All training for family
members must be included in the client’s ICCP.

Check one:

1. This service is provided to eligible
individuals without limitations on
the amount or duration of services
furnished.

2. The State will impose the following
limitations on the provision of this
service (specify):

Provider qualifications are specified in Appendix C-2.
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g. Adult day care: services furnished 4 or more hours
per day on a regularly scheduled basis, for one or
more days per week, in an outpatient setting,
encompassing both health and social services needed
to ensure the optimal functioning of the client.
Meals provided as part of these services shall not
constitute a "full nutritional regimen" (3 meals
per day).

Check all that apply:

1. Physical therapy indicated in the
individual’s ICCP will be provided
by the facility as a component part
of this service. The cost of
physical therapy will be included in
the rate paid to providers of adult
day care services.

2. Occupational therapy indicated in
the individual’s ICCP will Dbe
provided by the facility as a
component part of this service. The
cost of occupational therapy will be
included in the rate paid to
providers of adult day care
services.

3. Speech therapy indicated in the
individual’s ICCP will be provided
by the facility as a component part
of this service. The cost of speech
therapy will be included in the rate
paid to providers of adult day care
services.

4. Nursing care furnished by or under
the supervision of a registered
nurse, and indicated in the
individual’s ICCP, will be provided
by the facility as a component part

of this service},__\ii__—’/
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Transportation between the
recipient’s place of residence and
the adult day care center will be
provided as a component part of this
service. The cost of this
transportation is included in the
rate paid to providers of adult day
care services.

Other therapeutic activities which
will be provided by the facility as
component parts of this service.
(Specify):

Check one:

This service is provided to eligible
individuals without limitations on
the amount or duration of services
furnished.

The State will impose the following
limitations on the provision of this
service (specify):

Qualifications of the providers of this service are
found in Appendix C-2.
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h. Services for individuals with chronic mental
illness, consisting of:
1. Day Treatment or other Partial

Hospitalization services that are
necessary for the diagnosis or
active treatment of the individual’s
mental illness. These services
consist of the following elements:

a. individual and group therapy
with physicians or
psychologists (or other mental
health professionals to the
extent authorized under State
law),

b. occupational therapy, requiring
the skills of a qualified
occupational therapist,

c. services of social workers,
trained psychiatric nurses, and
other staff trained to work
with psychiatric patients,

d. drugs and biologicals furnished
for therapeutic purposes,

e. individual activity therapies
that are not primarily
recreational or diversionary,

f. family counseling (the primary
purpose of which is treatment
of the individual’s condition),

g. patient training and education

(to the extent that training

and educational activities are

— ; closely and clearly related to

-1 the individual’s care and
treatment), and
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Meals and transportation are excluded from
reimbursement under this benefit. The purpose of
this benefit is to maintain the individual’s
condition and functional 1level and to prevent
relapse or hospitalization.

Limitations. Check one: -

a. This service is provided to eligible
individuals without limitations on
the amount or duration of services
furnished.

b. The State will impose the following
limitations on the provision of this
service (specify):

Qualifications of the providers of this service are
found in Appendix C-2.

2. Psychosocial Rehabilitation Ser-
vices. Medical or remedial services
recommended by a physician or other
licensed practitioner under State
law, for the maximum reduction of
physical or mental disability and
the restoration of maximum func-
tional 1level. Specific services
include the following:

L] Restoration and maintenance of
daily living skills (grooming,
personal hygiene, cooking,
nutrition, health and mental
health education, medication
management, money management
and maintenance of the living

environment) ;
o n Social skills training in
: “39]_*_5 appropriate use of community

1991 f\ services;
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= Development of appropriate per-
sonal support networks, thera-
peutic recreational services
(which are focused on therapeu-
tic intervention, rather than
diversion); and

n Telephone monitoring and coun-
seling services.

The following services are specifically excluded
from Medicaid payment:

Vocational services, Prevocational services,

Supported employment services: Educational
services, and Room and board.

Psychosocial rehabilitation services are furnished
in the following locations (check all that apply):

a. Individual’s home or place of
residence
b. Facility in which the individual

does not reside

c. Other (specify):

Limitations. Check one:

a. This service is provided to eligible
individuals without 1limitations on
the amount or duration of services
furnished.

b. The State will impose the following
limitations on the provision of this

— -sexvice (specify):
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